deeper crypts. The deeper sepsis is due to infection of the follicles: according to Wright, entry of micro-organisms into the blood depends on surface tension. It is deep sepsis which results in infection of the sphenoidal sinuses and sensitization for the meningococcus, that is, cerebro-spinal meningitis. Sellar Decompression for Pituitary Tumours.
By WALTER HOWARTH, F.R.C.S. AT the present time there does not appear to be any general agreement as to the best method of approaching tumours in the pituitary fossa. Opinion seems to be divided between the frontoorbital method of Frazier and some form of trans-sphenoidal operation. A large number of operations have been done by the trans-sphenoidal route and there seem to be. many reasons why it should not lightly be given up. The sella turcica can be approached trans-sphenoidally by three satisfactory methods:
(1) Sublabial septal resection method of Cushing.
(2) Endonasal septal resection method of Hirsch.
(3) Paranasal method of Chiari and Kahler. Although the first of these methods has been employed successfully by Gushing in a large number of cases, the rhinologist may object that it has no advantage over the purely endonasal route and in addition opens into the septic cavity of the mouth. The paranasal method supplies an admirable and less limited view of ,the sphenoidal region and can withstand the criticism that it is a septic avenue of approach.
Operations in the pituitary fossa are usually undertaken for symptoms which are due to increased intracranial pressure-e.g., headache, mental changes, &c:, and increasing blindness due to pressure on the optic chiasma and tract, with marked diminution of the temporal portion of the visual fields. The trans-sphenoidal route enables decompression to be effected by a quick and fairly simple operation. It attacks the tumour directly in its fossa and enables the fossa to be emptied. It attacks it from below and if undertaken early may prevent or hinder the upward extension which presses on the optic fibres. If the tumour is cystic, drainage is adequately provided for and there is a good chance for removal of the cyst wall. Radium may readily be inserted on any subsequent occasion.
Of five personal cases that are referred to, one died the day following operation from heemorrhage into the growth. Three of the remaining cases benefited considerably for varying periods, whilst two of these were subsequently treated by the insertion of radium into the fossa. Better results would probably be obtained if the neurologist and ophthalmologist sent the cases earlier for operation.
DISCUSSION.
Dr. E. A. PETERS: How does Mr. Howarth avoid the danger of haemorrhage on incision of the dura mater ?
Dr. WILLIAM HILL: Dr. Peters has put hiis finger upon the point that had occurred to me. I operated upon one of these cases by the Hirsch method through the septum, and it was a comparatively easy operation. I excised the dura, and began removing some tissue, and then I encountered some previous heamorrhage. I at once applied gauze soaked with adrenalin, and allowed it to remain in fifteen minutes. When I removed the plug bleeding re-commenced. I re-plugged. Later I was called to the hospital because the patient was dying from cerebral pressure. I took the plug out and bleeding re-commenced. I got the house surgeon to plug again, but the patient died. Post-mortem: It was found that the sphenoidal sinus had not been wounded. Nine-tenths, probably nineteen-twentieths, of these tumours are in the diaphragm of the sella, and this route enables radium to be applied: and if a cystic case this route enables it to be drained. In serious cases, at all events, the more obvicas method was decompression through the skull direct rather than by the nasal route. I published some statistics about this operation in the Transactions of the Medical Society of London. The septal route, in my case, did not present any difficulty owing to the acromegaly.
Mr. J. F. O'MALLEYe Dr. Hill's case was the last communication we had on this subject. Occasionally I had the opportunity of watching Hirsch do an intranasal operation of this type. When Mr. Howarth had entered the sellar cavity how much of the tumour did he think he would be able to remove? Had he any means of satisfying himself that he was removing the whole tumour, and as to whether the benefit was really due to having removed the mass of tumour or to relieving the pressure ?
Mr. W. G. HOWARTH (in reply): With regard to bleeding at the time of the operation, I have only operated on a few cases and I am fortunate in having had practically no bleeding. In iny one fatal case the haemorrhage occurred about ten hours after operation, and took place into a cystic portion of the growth above the diaphragma sellme. If bleeding should occur during the operation I do not see what we could do except adopt the ordinary surgical method of plugging. As regards the type of operation that I personally prefer, it is the endonasal. This is a comparatively simple procedure, and gives a very good exposure of the posterior sphenoidal wall. The operation was not designed for the removal of large growths and should be regarded mainly as a decompression operation. It should, I think, be performed earlier than s usually the case.
